The sixth meeting of the Forum on Maternity and the Newborn was opened by Dr Sally Macintyre (Sociologist, Institute of Sociology, University of Aberdeen), who expressed surprise that the attitudes of obstetricians and midwives should be regarded as having been neglected by social scientists. Some of the many studies carried out in the past 12 years had examined in detail the views and experiences of health services providers, particularly those in the area of maternity care (Mckinlay 1975 , Horobin 1973 , Aitken-Swan 1977 , 1980 , Askham & Barbour 1984 , Hall et al. 1985 , Draper et al. 1984 , Cartwright 1979 , Robinson et al. 1981 , Drayton & Rees 1984 , National Perinatal Epidemiology Unit 1983 . She went on to outline the two approaches it was possible to take with regard to this view, namely (1) was there really an imbalance in the literature in favour of the users of maternity care, and (2) if there was, what was the reason for it? She then put forward arguments under both headings.
In answer to the first question, she felt it could be argued that the studies of the women's or parents' perspectives in various obstetric procedures, which had only begun to appear in the last ten years, represented but a few grains of sand trickled into the scales in an attempt to redress the balance against the enormous weight of power and influence that professionals brought to bear in policy formulation. As examples of this power she cited the Short Reports (1980, 1984) , the study group of the RCOG (1975) on the management of labour; the recommendations to the Short Committee by the British Paediatric Association and the RCOG about maternity care; the Report of the Maternity Services Advisory Committee (Munro 1983) ; and the active management policy of Kieran O'Driscoll and his colleagues (1973) in Dublin.
This being the case, it seemed relevant to ask whether anyone, and if so who, wanted to know what service-providers thought. There seemed to be very little interest, amongst either the users or providers of maternity care, in the opinions of service-providersa finding highlighted by a recent study in Aberdeen of a new system of antenatal care. The attention of audiences who received a report of the study's conclusions was 'Report of meeting of the Forum on Maternity and the Newborn, 18 October 1984. Accepted 9 April 1985 focused mainly on the results of clinical studies, women's experiences and organizational factors, despite the availability of data on the views of service-providers. This might in part have beeiq due to the tendency of many study initiators to formulate questions from a user perspective (Reid & Mcllwaine 1980 , Simms & Smith 1984 .
Considering the question ofwhat would be done with the information if it were available, Dr Macintyre felt it was hardly likely that policy decisions on such issues as routine ultrasound scanning, electronic fetal monitoring or episiotomy could be based overtly on the preferences of service-providerseven though most such policies were covertly based on precisely that. She suggested three possible motives for obtaining such information: (1) to enhance understanding of the social institution of reproductive care; (2) to base policy on the views of service-providers; (3) to modify misguided views of service-providers by identifying the 'false premise' on which they based their practice(s). This view, however, overlooked the importance of the service-providers' 'prior stance' in interpreting information. She cited the Cardiff study of induction in labour (Chalmers et al. 1976 ) and the Dublin study of fetal heart monitoring (Macdonald et al. 1985) , both ofwhich found no significant advantage or disadvantage of the more interventionist procedures. Consequently, it was equally possible to interpret the interventions as either 'not harmful' or 'conferring no benefits at all' -depending on the interpreter's prior stanceand practice would remain unchanged.
In the light of these three possible motives, Dr Macintyre felt it behoved those who advocated studying the views and experiences of serviceproviders to consider very carefully their policy and political implications: for example, what would be the policy implications of discovering that the traumatic experience of witnessing uncontrollable postpartum haemorrhage was a crucial factor in midwives, GPs or obstetricians advocating hospital confinement? Furthermore, there were major problems in conducting studies of behaviour and attitudes in service-providers and of presenting the results, partly because what professionals said they did did not always correspond with their practice, and also because even purely descriptive accounts ofvariations in practices were often regarded as threatening or critical by those i) 1985 The Royal Society of Medicine 0141-0768/85/080683-04/$02.00/0 thus described (Deutscher 1966 , Macintyre 1977 , Scully 1980 , Reid 1983 .
In considering the alternative argument-that the attitudes of service-providers had in fact been neglected in the literature, and the possible reasons why this might be -Dr Macintyre pointed out that there were problems in gaining access to research funds. Proposed participant observational studies of service-providers were often not seen as relevant by those with the power to grant funds. Secondly, the place of publication itself would determine whether general sociological work on professionals (such as their concern for control, their powers of self-regulation, their socializations into group terms, etc) would ever be read by service-providers or service-users. Thirdly, she suggested that many sociologists were more interested in contributing to a body of sociological theory about the nature of professionals and their role in society than in contributing to a debate on specific obstetric procedures.
Many of the people who had studied the providers' views since the early 1970s had been women, and also feminists who, at a personal and political level, had been particularly interested in understanding and documenting womanhood in contempory society; or, given the imbalance of power between women and service-providers, saw it as their duty to act as advocates for child-bearing women.
This had two consequences. First, it was wrongly assumed that many of the failings of the maternity care services were peculiar to maternity care and stemmed from particular features such as its all-female clientele, whereas such shortcomings as task orientation and depersonalization were common to all people-processing agencies and thus to all medical care in general (Macintyre 1984) . Secondly, and stemming from this, gender has been given more emphasis than it perhaps deserved, and the equally important issues of power and class position had been neglected.
Sociologists (e.g. Reid 1983) had argued that female service-providers were just as able as their male counterparts to hold paternalistic views and to assume the role of moral commentator, and that a sexual reductionist approach to the problems faced by service-users neglected the most critical issuethat of power: power to have one's opinions taken seriously, to define what was or was not relevant, to determine policy, and to control events.
In conclusion, Dr Macintyre suggested that it was largely because of the imbalance of power that recent work had focused on the views and experiences of the 'powerless' services-users, and to a lesser extent on the less-powerful professionals such as midwives and general practitioners, rather than on obstetricians.
The second speaker, Ms Elizabeth McAnulty (Deputy Director of Midwifery Services, St Mary's Hospital, London), took the view that sociologists had ignored the views of professionals, and suggested four possible reasons for this. (1) Sociologists in general, and female sociologists in particular, had had to struggle to establish themselves as a profession; the latter group had been aided considerably by the resurgence of the women's movement, which had helped to create respectability for women's studies generally.
(2) Consumers of maternity care were more accessible than midwives. (3) Sociologists might have thought that midwives would regard any attempt to study their views as threatening. (4) They might have been operating from the premise that the customer was always right, thereby making the views of professionals irrelevant.
The studies that had.been done were only read and acted upon by motivated midwives. She felt, however, that the efforts that had been made in both midwifery and obstetrics to detraumatize ante-and intranatal care had been in response to such studies.
She considered that good midwifery care should no longer be measured in terms of maternal and perinatal mortality statistics, and that midwives should adopt the system currently introduced into neonatology -of assessing morbidity. At present there was no system that midwives could use to evaluate their care that was both scientifically valid and adequately informative. Women's opinions of the care they had received were currently expressed either by their applauding vocally or in writing, or by choosing to deliver their babies unattended. Ms McAnulty asked that social scientists should work with midwives to devise a theoretical framework for evaluating the care that midwives gave women at every stage of their pregnancy. Only then would midwives, as a group, be worthy of sociological study.
The final speaker, Mrs Wendy Savage (Consultant Obstetrician, The London Hospital, Mile End), was also of the opinion that for several reasons not much interest had been taken in what obstetricians felt about their work. She began by analysing the reasons why obstetricians entered their profession, the training they received, and the attitudes they acquired as part of the process.
She felt that there was an innate human drive to work, possibly as a defence against boredom, and if the work undertaken was satisfying, useful and creative it produced a sense of well-being. Other reasons for working were the acquisition of power, authority, prestige and money. In the latter instance she felt it was easy for obstetricians to be lured into the pursuit of an extravagant lifestyle as an end in itself. The choice of medicine as a career might spring from altruism and the desire for a good lifestyle, as well as being a means of defending oneself against one's own fearsof death, chaos and emotional pain.
Specialization in obstetrics might be prompted by the desire for activity and/or for the opportunity to deal predominantly with life rather than death. She wondered if some of the motivation to specialize in obstetrics was a desire to control women (true of other women as well as of men) and, in the case of men, to participate somehow in the 'female mystery' of conception and parturition.
She considered the underlying reasons for the inability of many obstetricians to adapt to the needs of pregnant women. As a person progressed from medical student to doctor, she/he learned to cope with sick people who wanted pain relief, nursing care, relief from responsibility and a cure for their illness. To meet their needs, a doctor learned to be authoritarian, didactic and all-knowing. It might then be very difficult to adapt this attitude to the very different needs of pregnant women, who instead wanted information, autonomy, support and to share responsibility. The obstetricians' training did little to prepare them to be permissive, non-directive counsellors. Someone with this background, who had taken many years to train and achieve professional autonomy, might react very defensively to demands which seemed to challenge their judgment and expertise.
She felt that many obstetricians should take to heart the words on the title page of Ian Donald's (1979) book, 'Practical Obstetric Problems', and acknowledge that all people made mistakes and that their humility should increase as their knowledge did. A great wall divided the providers from the consumers of maternity care. It was as if the obstetricians were saying, 'You can't satisfy women (twenty years ago they wanted more analgesia, now they complain about epidurals); they don't trust us; they don't respect our knowledge/training/skills; and if anything goes wrong they will sue us'. And the women were saying, 'They don't listen to us; they talk down to us; and they turn birth into a mechanical circus'.
Mrs Savage appreciated that obstetricians were unlikely to be sympathetic towards a 'demanding' woman, particularly when the requested action ran contrary to the obstetrician's beliefs, but she felt that they often underestimated the importance that women attached to having the opportunity to discuss the management of their pregnancy and labour. One of the explanations for obstetricians' 'lack of time' for simply talking to their patients was that their workload was too great. By comparison with other medical specialties, obstetricians had less power when it came to obtaining the resources and facilities which would lighten the load, and thus increase the chances that today's junior staff would become the obstetricians that women wanted in the future.
Turning her attention to ways of overcoming the barriers between the users and providers of care, Mrs Savage suggested that obstetricians needed to overcome their desire to have an answer for every occasion, and to share their anxieties and their lack of knowledge with the women and their partners so that a basis of trust could be re-established. She believed it was lack of trust that was responsible for the epidemic of litigation in the USA (a subject which had pervaded all the informal discussions at a recent obstetric conference she had attended in that country). She felt it was necessary to understand that women had a right to make their own decisions, even if they made the wrong ones. She acknowledged that it was sometimes hard to reconcile this view with the anxiety that could be generated in professionals, the disproportionate amount of time that might be consumed and the prejudice that might be built up when a woman who held out, against professional opinion, for what she felt to be right, then got into difficulties and required emergency professional assistance.
Another aspect of breaking down the wall between consumer and provider was to change the way professionals were trained, and how they related to each other. Mrs Savage felt that professional training and practice should be based on scientific principles, so that obstetricians could provide rational answers when their practice was challenged, instead of being backed into defensive authoritarianism.
Her final thought was that obstetrics might benefit by being separated from gynaecology in that it might thereby attract a different sort of person.
The discussion which followed fluctuated between further attempts to define the problem and attempts to provide solutions to it. A shift of power from professionals to women was thought necessary, with obstetricians taking on more of a caring, consultative and serving role. The problem was how to bring this about without making obstetricians defensive.
Part of the solution might be in adopting some finer measure of 'success' in obstetricsmorbidity rather than mortality: perhaps some system of scoring, on the Apgar principle, of the mother's sexual function and self-esteem after childbirth, her relationship with her child and her partner, and whether she went back to work.
It was felt that an interprofessional sharing of power might improve matters. Obstetricians were thought to be unable to share either the care of mothers or the training ofjunior doctors with their professional colleagues, midwives and general practitioners.
Others inclined to the view that some fundamental change was needed in the way obstetricians (and midwives) were trained. The 'stiff upper lip' facade of professionalism, a legacy of medical and nursing training, isolated them from the potential support of their colleagues as well as creating barriers between them and the consumers. As long as senior obstetricians and midwives felt that they were expected to have all the answers, it would be very difficult for them to share their anxieties with their colleagues; and peer group support was seen as a necessary prerequisite to sharing anxieties with mothers.
It was felt that separating obstetrics from gynaecology might assist the process, as would the sort of training programme undergone by sexual psychologists, which encouraged professionals to examine their feelings and reactions in a positive way in small discussion groups.
A multidisciplinary approach to practice (as well as training) might encourage small groups to meet regularly for discussions, so that the professionals could learn to trust each other without feeling threatened by admitting doubts or misgivings.
It was felt that the professional journals could be used to better effect to express the feelings and experiences of professionals. With the exception of the Midwives Chronicle, they were used exclusively to discuss patients, procedures or new developments, rather than as a vehicle for self expression.
A very real difficulty encountered by those who wanted to express their views was the constraint that the system imposed on individuals. Some wanted to share power with women but they did not, because once 'in uniform' they lost their ability to question and speak out.
It was suggested that the conflict that existed among professionals who felt that they were constrained by the system in which they had to operate might be investigated. The results of such investigations might provide the impetus for a more constructive approach to removing the barriers that were thought to exist between consumers and professionals. Those who were currently working to this end couldexpend their energies, not in informing professionals of the needs of consumers, but in helping to provide a structure in which they were free to meet those needs.
